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Abstract
Background: Cognitive-behavioral therapy (CBT) has demonstrated efficacy and effectiveness for treating mood and anxiety
disorders. Dissemination of CBT via videoconference may help improve access to treatment.
Objective: The present study aimed to compare the effectiveness of CBT administered via videoconference to in-person therapy
for a mixed diagnostic cohort.
Methods: A total of 26 primarily Caucasian clients (mean age 30 years, SD 11) who had a primary Diagnostic and Statistical
Manual of Mental Disorders, 4th edition text revision (DSM-IV-TR) diagnosis of a mood or anxiety disorder were randomly
assigned to receive 12 sessions of CBT either in-person or via videoconference. Treatment involved individualized CBT formulations
specific to the presenting diagnosis; all sessions were provided by the same therapist. Participants were recruited through a
university clinic. Symptoms of depression, anxiety, stress, and quality of life were assessed using questionnaires before, after,
and 6 weeks following treatment. Secondary outcomes at posttreatment included working alliance and client satisfaction.
Results: Retention was similar across treatment conditions; there was one more client in the videoconferencing condition at
posttreatment and at follow-up. Statistical analysis using multilevel mixed effects linear regression indicated a significant reduction
in client symptoms across time for symptoms of depression (P<.001, d=1.41), anxiety (P<.001, d=1.14), stress (P<.001, d=1.81),
and quality of life (P<.001, d=1.17). There were no significant differences between treatment conditions regarding symptoms of
depression (P=.165, d=0.37), anxiety (P=.41, d=0.22), stress (P=.15, d=0.38), or quality of life (P=.62, d=0.13). There were no
significant differences in client rating of the working alliance (P=.53, one-tailed, d=–0.26), therapist ratings of the working
alliance (P=.60, one-tailed, d=0.23), or client ratings of satisfaction (P=.77, one-tailed, d=–0.12). Fisher’s Exact P was not
significant regarding differences in reliable change from pre- to posttreatment or from pretreatment to follow-up for symptoms
of depression (P=.41, P=.26), anxiety (P=.60, P=.99), or quality of life (P=.65, P=.99) but was significant for symptoms of stress
in favor of the videoconferencing condition (P=.03, P=.035). Difference between conditions regarding clinically significant
change was also not observed from pre- to posttreatment or from pretreatment to follow-up for symptoms of depression (P=.67,
P=.30), anxiety (P=.99, P=.99), stress (P=.19, P=.13), or quality of life (P=.99, P=.62).
Conclusions: The findings of this controlled trial indicate that CBT was effective in significantly reducing symptoms of depression,
anxiety, and stress and increasing quality of life in both in-person and videoconferencing conditions, with no significant differences
being observed between the two.
Trial Registration: Australian New Zealand Clinical Trials Registry ID: ACTRN12609000819224;
http://www.anzctr.org.au/ACTRN12609000819224.aspx (Archived by WebCite at http://www.webcitation.org/6Kz5iBMiV).
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Introduction
Approximately 20-25% of people are likely to suffer from a
mood disorder during their lifetime [1]. They are a leading cause
of disability for people aged 15-44, and the direct medical costs
associated with unipolar depression have been estimated to be
AUD $27,237 per person per year [2]. Anxiety disorders are
also common, with approximately 29% of people likely to meet
the diagnostic criteria during their lifespan [1]. Cognitive
behavioral therapy (CBT) is an empirically validated
psychological treatment that can be used to effectively treat
mood and anxiety disorders. It is a time-limited and structured
therapy that aims to help clients identify and reality-test
unhelpful cognitions and correct maladaptive behavior [3,4].
Meta-analysis research has indicated that CBT is effective in
the treatment of disorders such as depression [5],
obsessive-compulsive disorder [6], generalized anxiety disorder
[7], social phobia [8], panic disorder [9], and posttraumatic
stress disorder [10]. Strong evidence also exists indicating that
CBT can be effectively used to treat client groups presenting
with a mixed array of mood and anxiety disorders [11].
At present, there is limited access to empirically validated
treatments [12], particularly in remote locations. One way of
increasing access is to provide services via remote media, such
as telepsychology, which is the provision of psychological
services via videoconference [13-15]. There is a substantial
amount of evidence supporting the use of CBT to treat mood
and anxiety disorders in-person; thus, it is important to
determine if these findings extend to CBT administered via
videoconference. Providing mental health services via
videoconference for rural and remote populations has been
reported to be cost effective [16-18], have high satisfaction
[19,20], be used to reduce referrals to in-patient clinics [21],
and offer diagnosis results comparable outcomes to in-person
[22,23]. Interaction via videoconference has also been shown
to reduce depression and loneliness in elderly nursing home
residents [24].
Some evidence exists indicating that manualized CBT provided
via telepsychology for restrictive diagnostic profiles can be
effective [25-28]. Bouchard et al [25] conducted a controlled
trial comparing a manualized CBT treatment for panic and
agoraphobia via videoconference (n=11) to in-person (n=10).
The results indicated that 81% (9/11) of participants in the
videoconferencing condition were panic-free at posttreatment
and 91% (10/11) at 6-month follow-up. The differences between
conditions with regards to client symptoms and quality of the
working alliance were not significant. Mitchell et al [27]
conducted a randomized controlled trial of CBT for the treatment
of bulimia nervosa and compared the clinical outcomes obtained
in-person to via videoconference. Six doctoral-level students
administered therapy, and 128 participants were involved over
a 4-year time period. Again, no significant differences were
observed between the in-person and videoconferencing condition
with regards to reduction in symptomology, therapeutic alliance,
and treatment retention. Morland et al [28] conducted a study
involving 125 participants with posttraumatic stress disorder
randomly assigned to either in-person or videoconference-based
group therapy for anger management. Similarly, the findings
indicated that the clinical outcomes obtained via
videoconference were not inferior to what were obtained
in-person.
Some studies have been conducted that involve a mixed
diagnostic client cohort. Day and Schneider [29] conducted a
randomized controlled trial comparing the effectiveness of CBT
when administered either in-person, via 2-way audio or via
videoconference for a cohort of clients with a variety of
presenting issues. All treatment sessions were conducted at the
same location. The study involved 16 clinicians and 80 clients,
and the most frequent presenting concerns pertained to body
image, family relationships, self-esteem, and work/school issues.
The intervention was effective in all conditions, and the results
did not indicate any significant difference between treatment
modalities. Despite these encouraging findings, the intervention
included only five treatment sessions, psychiatric conditions
were not diagnosed, reliable change and clinical significance
were not analyzed, and a multivariate analysis was used to
address a series of univariate research questions. Griffiths,
Blignault, and Yellowlees [30] reported the details of a study
involving 15 clients presenting with depression and/or anxiety
who were treated with 6-8 sessions of CBT by their case
managers. The pre-post treatment data indicated that the clients’
mental health was significantly better after treatment, but there
was no in-person control condition. In a more recent study
involving an in-person randomized comparison condition,
Dustan and Tooth [31] investigated clinical outcomes for 6
clients (3 in each condition) that presented with either an anxiety
or mixed anxiety-depression disorder. Two trainee psychologists
provided 6-8 sessions of CBT, and symptoms were measured
pre-, post, and 1-month follow-up. All 3 clients in the
videoconferencing condition showed significantly reduced
symptomology at follow-up, but due to the small sample size,
an analysis comparing in-person to videoconference-based
outcomes could not be made. Given these limitations, further
videoconference-based research is needed to extend in-person
research pertaining to mood and anxiety disorders [11].
Research has indicated that when CBT is successful in reducing
the symptoms of a psychological disorder, clients typically
experience a concurrent increase in quality of life [32]. Changes
in quality of life as a result of treatment administered via digital
media have been addressed in some contexts [33], but research
specifically pertaining to videoconferencing and quality of life
is limited [34]. Hence further research is recommended to
address this gap in the literature.
The present study aimed to investigate whether CBT
administered via videoconference produces comparable clinical
outcomes to treatment provided in-person. The treatment will
be focused on addressing anxiety and mood disorders including
participants that present with comorbid diagnosis. This study
used a randomized, active control design, structured clinical
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assessments, with symptoms measures administered at
pretreatment, posttreatment, and at 6 weeks following treatment.
Methods
Participants
The Curtin University ethics committee approved this study
and all participants provided signed consent. Participants were
recruited via the Curtin University Psychology Clinic and were
either self-referred or referred from community health agencies
via telephone, letter, fax, or email. Participant recruitment began
in January 2010 and ended in April 2011. The recruitment ended
because no more time was available for this activity during the
course of the degree. We recruited 29 participants but 3 did not
meet the inclusion criteria. Inclusion criteria consisted of a
primary diagnosis of a Diagnostic and Statistical Manual of
Mental Disorders, 4th edition text revision (DSM-IV-TR) [35]
Axis-I disorder, aged 18-65 years old, and living in Perth,
Western Australia. Exclusion criteria included a DSM-IV-TR
[35] diagnosis of anorexia, psychosis (past or present), or a
personality disorder as the primary diagnosis, as well as any
self-harm or suicidal behaviors currently receiving
psychotherapy and/or involvement in legal proceedings. Figure
1 displays the participant flow over the course of the study. All
assessments, treatment, and data collection were conducted at
the university clinic.
The sample included 26 participants, aged 18-59 years (mean
30 years, SD 11 years). The videoconferencing condition
included 6 males and 8 females; the in-person condition included
5 males and 7 females. An in-person clinical interview along
with the Structured Clinical Interview for the DSM (SCID)
[36,37] was used to screen the participants. The Interference of
Severity Scale adapted from the Anxiety Disorders Interview
Schedule [38] was used to determine which disorder should be
the primary focus of treatment. The average number of
presenting disorders in both conditions was 3, and there were
only 2 clients who presented with only 1 diagnosis. The number
of clients in each condition who met the criteria for various
Axis-I and Axis-II disorders is displayed in Tables 1 and 2. No
data were collected regarding clients’ prior experience with
computers and videoconferencing technology. Six participants
reported that they were on antidepressants before starting the
study. A record of medication usage by participants was not
taken, but they were asked not to change their medication dosage
during the course of the study.
Figure 1. The number of participants and their flow throughout the study.
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Table 1. The number of clients that met the criteria for Axis-I disorders at pretreatment.
Comorbid Axis-I disorderPrimary Axis-I disorder
VCIPVCbIPa
Axis-I mood disorders
4315Major depressive disorder
331Dysthymic disorder
1Cyclothmic disorder
Axis-I anxiety disorder
1Panic with agoraphobia
21Panic without agoraphobia
11Social phobia
1184Obsessive-compulsive disorder
2Posttraumatic stress
232Generalized anxiety
111Hypocondriasis
Other Axis-I disorders
1Adjustment disorder
2Eating disorder NOS (binge eating)
1Alcohol dependence
1Cannabis dependence
1Dysparenuia
1Impulse control disorder (not otherwise specified)
2Attention-deficit hyperactivity
1Amphetamine-induced psychotic disorder
1Substance-induced mood disorder with manic features
aIP=In-person.
bVC=Videoconference.
Table 2. The number of clients that met the criteria for Axis-II disorders at pretreatment.
VideoconferenceIn-personAxis-II disorders
1Schizotypal personality disorder
1Borderline personality disorder
11Narcissistic personality disorder
46Avoidant personality disorder
95Obsessive-compulsive
Treatment Protocols
For each client, an individualized CBT formulation was devised.
Manualized CBT interventions were used as a guide to planning
and implementing treatment for specific disorders such as
panic/agoraphobia [39], depression/dysthymia [3],
hypochondriasis [40], generalized anxiety [41], and
obsessive-compulsive disorder [42]. Other conditions were
treated with standard CBT techniques such as psychoeducation,
symptom monitoring, cognitive restructuring, and exposure
exercises relevant to their presenting symptoms. The
interventions were focused on addressing symptoms of the
primary Axis-I diagnosis. Axis-II conditions were noted in the
assessment sessions but were not targeted during the course of
treatment.
Self-Report Measures
The Depression Anxiety and Stress Scale (DASS) [43] was used
to measure global clinical symptoms. The Quality of Life
Enjoyment and Satisfaction scale (QLES) [44] was used to
measure changes in quality of life as a result of treatment. Given
that a mixed diagnostic cohort was used, disorder specific
measures for the primary presenting condition were also
administered. These included the Beck Depression Inventory-II
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[45], Obsessive-Compulsive Inventory [46], Health Anxiety
Questionnaire [47], Penn State Worry Questionnaire [48], and
the Anxiety Sensitivity Index [49]. The DASS, QLES, and
disorder-specific measures were administered before treatment,
after treatment, and 6 weeks after treatment had ended. The
Working Alliance Inventory Short Form [50] was used to
measure the strength of the working alliance from both the
clients’ and therapists’ perspectives. Client satisfaction was
measured using the shortened Client Satisfaction Questionnaire
[51]. The Telehealth Satisfaction Questionnaire [52] was used
to measure client satisfaction specifically with the technology.
Both the Working Alliance Inventory Short Form and the Client
Satisfaction Questionnaire were administered at posttreatment
to all clients; the Telehealth Satisfaction Questionnaire was
administered at posttreatment only to clients allocated to the
videoconferencing condition. All questionnaires were completed
by hand.
Apparatus
Three Mac computers were used during the course of this study.
All three computers were connected via ethernet (100 Mbps/sec)
within the same building. The program used to conduct the
videoconferencing was iChat, versions 4.0.9 to 5.0.3. When the
study was conducted, the interactions via iChat were encrypted,
but this feature was removed in Mac OS X 10.7. Therefore iChat
may no longer be suitable for future telepsychology research.
Procedure
The initial assessment consisted of a clinical interview, the
SCID, and administration of the DASS and QLES. The therapist
(primary author) who conducted the screening, diagnosis, and
treatment was a provisionally registered (trainee) clinical
psychologist doctoral student. Following the initial assessment,
clients were randomly allocated to receive treatment either
in-person or via videoconference. Simple random allocation
was used to determine assignment to condition. This was
achieved by generating a randomized list of binary numbers
[53]. The generated list was calculated on the basis of 200
potential participants, two groups, and one repeat of
randomization. Clients in the in-person condition began
“treatment as usual”. Clients in the videoconferencing condition
were instructed to walk into the treatment room at the clinic
during their allotted time and sit in front of the computer. After
the initial diagnosis session, clients allocated to the
videoconferencing condition had no other in-person contact
with the treating therapist. Materials, such as new homework
diaries, were placed in the treatment room before the client
arrived. Participants in the videoconferencing condition shared
the content of their homework diaries orally; therefore, they did
not need to hand in material to the therapist. All of the client
sessions were recorded so that the fidelity and credibility of the
therapists’ diagnosis and treatments could be monitored. The
clinical research supervisor (the second author, a registered
clinical psychologist) provided weekly supervision for a
minimum of 1 hour to the practicing psychologist (primary
author) throughout the duration of data collection. During
supervision, videotaped sessions of all clients in the study were
observed and checked for adherence to CBT protocols and that
the majority of the session time adhered to the protocol. Clients
who took part in the study were offered 12 weekly 1-hour
sessions and an additional follow-up session 6 weeks after the
12th session. A fee for clinical services was not charged, and
no reimbursement for their time was provided. In-session
exposure activities were limited to tasks that could be
accomplished within the treatment room. Sessions times were
arranged directly with the therapist; therefore, there was no need
for participants in either condition to interact with support staff
such as a receptionist. Participants were aware that the therapist
was located within the same building. The
CONSORT-EHEALTH guidelines for improving and
standardizing the reporting of Web-based and mobile health
interventions were used as a guide throughout this research [54].
Research Design and Data Analysis
The research design included one nominal fixed effect
(condition: in-person versus videoconference), one ordinal fixed
effect (time: pre, post, follow-up), one nominal random effect
(participant), and four scale outcomes (depression, anxiety,
stress, and quality of life). The data generated by this design
were analyzed with a multilevel mixed effects linear regression
model [55] as implemented through the Generalized Linear
Mixed Models procedure in the SPSS software, version 19 [56].
The analysis was “multilevel” in the sense that it was conducted
within the context of a hierarchical data structure in which time
was nested within participant. In order to optimize the likelihood
of convergence, a separate analysis was run for each of the four
outcomes. With a predicted large effect size of d=0.5, an alpha
level of .05, desired power of 0.8, and a correlation of 0.6
between repeated measures, the estimated total sample size
using G-Power [57] was 26 (13 participants per condition). The
original intent was to have sufficient power to detect a small
difference, which would have required 115 participants.
However, this target became impractical given the time and
resource constraints.
Results
Attrition
Of the clients eligible to take part in the study, 81% (21/26)
completed the full course of treatment, and 65% (18/26)
completed the follow-up data. Figure 1 shows the participant
flow over the course of the study. In the videoconferencing
condition, 2 of the participants completed only 10 sessions: the
first, because they moved overseas, and the second stated that
they had done all the change they felt capable of doing at that
time. In the videoconferencing condition, 2 of the participants
were no longer eligible for inclusion in the study at follow-up:
the first, because they required ongoing treatment after the
posttreatment data had been collected and the second decided
to begin medication in the final week of treatment. In the
in-person condition, 1 participant dropped out after nine sessions
and no reason was given. Also in the in-person condition, 1
participant was no longer eligible to be included in the study at
follow-up because they commenced additional ongoing
psychotherapy treatment after the initial 12-weeks of treatment
in the study. The analyses were conducted twice: once with
only the participants that completed all 12 sessions and once
with all the participants that completed eight or more sessions.
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The results of the two analyses provided the same findings;
therefore, participants who completed eight or more sessions
were included in the final analyses.
Comparison of Participant Characteristics at
Pretreatment
There was a small nonsignificant difference between the mean
ages of participants in the in-person condition (mean 29.67, SD
9.31) and the videoconferencing condition (mean 31.93, SD
13.33) (t24=–0.49, P=.63, two-tailed, 95% CI -11.73 to 7.21,
d=–0.19). A Pearson chi-square test of contingencies indicated
that gender was equally distributed across conditions χ21=0.004
(N=26), P=.95, and the association between gender and
condition was very small with phi=.01. The difference between
conditions at pretest was not significant on the DASS depression
subscale (t23=0.05, P=.96, two-tailed, 95% CI -8.28 to 8.56,
d=0.02), the anxiety subscale (t23=0.37, P=.71, two-tailed, 95%
CI -5.98 to 8.57, d=0.15), the stress subscale (t23=0.19, P=.85,
two-tailed, 95% CI -8.36 to 6.98, d=–0.08), or on the QLES
(t24=0.28, P=.78, two-tailed, 95% CI -0.47 to 0.62, d=0.10).
Primary Analyses
In order to reduce the chances of a Type-1 error, the Bonferroni
correction was applied throughout the four analyses making the
alpha level .0125. The descriptive statistics for the in-person
and videoconferencing conditions are reported in Table 3. The
interaction between time and condition was not significant for
all three DASS subscales (Depression F2,58=1.77, P=.18;
Anxiety F2,58=0.36, P=.7; and Stress F2,58=4.19, P=.02), and
the QLES (F2,62=0.82, P=.45); therefore, the main effects can
be interpreted without qualification. There was a significant
main effect for time on all three DASS subscales (Depression
F2,58=14.47, P<.001; Anxiety F2,58=9.34, P<.001; and Stress
F2,58=23.70, P<.001) and the QLES (F2,62=10.64, P<.001). The
effect sizes were large throughout (d=1.41, 1.14, 1.81, and 1.17
respectively). In contrast, there was no significant main effect
for condition on any of the DASS subscales (Depression
F1,58=1.98, P=.16; Anxiety F1,58=0.69, P=.41 and Stress
F1,58=2.11, P=.15) or the QLES (F1,62=0.25, P=.62). The effect
sizes ranged from small to medium (d=0.37, 0.22, 0.38, and
0.13 respectively). Figures 2-5 depict the upper and lower bound
of the 95% confidence intervals around the mean scores at pre,
post, and 6 weeks following treatment in both conditions for
the three DASS subscales and the QLES.
Table 3. Descriptive statistics for the scale measures in the in-person and videoconferencing conditions.
Videoconferencing conditionIn-person conditionScale measure
MaxMinSDMeannMaxMinSDMeann
DASS depression subscale
42610.1518.141432410.2718.3611aPre
2807.628.46133469.5914.210Post
1805.935.1192227.469.437Follow-up
DASS anxiety subscale
2608.9613.43143268.414.7311aPre
2627.638.62132608.029.0910Post
1606.286.2291806.637.757Follow-up
DASS stress subscale
3889.5624.141436108.7223.4511aPre
3028.8113.231342012.318.5510Post
1805.588.8993409.6513.757Follow-up
QLES
4.292.290.593.31144.882.060.763.3812Pre
4.942.760.623.81134.712.240.723.5811Post
4.883.410.514.1595.882.650.763.858Follow-up
40234.5234.691338253.7334.1411Credibility of therapy
73.750.896.3312b75.50.456.1411Working alliance: Client
6.753.580.835.74136.4174.920.415.8911Working alliance: Therapist
1006510.0494.231310078.136.3793.2111Client satisfaction
aThe DASS data for one of the participants in the in-person condition was removed because it was invalid at pretreatment.
bThe Working Alliance-Client data for one of the participants in the videoconferencing condition was removed because it was invalid.
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Figure 2. The change in symptoms of depression across time and condition.
Figure 3. The change in symptoms of anxiety across time and condition.
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Figure 4. The change in symptoms of stress across time and condition.
Figure 5. The change in quality of life across time and condition.
Secondary Analyses
The secondary analyses were administered only at posttest.
There were no significant differences between conditions in
client ratings of the Working Alliance Inventory Short Form
(t21=–0.63, P=.53, one-tailed, d=–0.26), or in therapist ratings
(t22=0.53, P=.60, one-tailed, d=0.23), and client ratings of the
Client Satisfaction Questionnaire (t22=–0.29, P=.77, one-tailed,
d=–0.12). Clients in the videoconference-based condition who
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completed 10 or more sessions were included in the Telehealth
Satisfaction Questionnaire analysis (n=13). Scores ranged from
61.4 to 100 (maximum score is 100), with a mean of 90.44 (SD
11.11).
Reliable Change and Clinical Significance
Reliable change and clinical significance calculations [58] were
conducted on the DASS subscales, the QLES, and disorder
specific measures. Normative data were used to calculate the
cutoff criteria [3,43-47,59-64]. Tables 4-6 display the proportion
of clients in each condition that met the respective criteria for
the three DASS subscales and the QLES respectively.
Fisher’s Exact test [65] was used to compare the proportion of
participants meeting the criteria for reliable change and clinical
significance in each condition. With regards to reliable change,
Fisher’s Exact was not significant from pre- to posttreatment
or from pretreatment to follow-up for the depression (P=.41,
P=.26) and anxiety (P=.60, P=.99) DASS subscales, and the
QLES (P=.65, P=.99). Fisher’s Exact P, however, was
significant for the stress DASS subscale from both pre- to
posttreatment (P=.03) and from pretreatment to follow-up
(P=.03) in favor of the videoconferencing condition. With
regards to clinically significant change, the difference between
conditions was not significant from pre- to posttreatment or
from pretreatment to follow-up for the depression (P=.67,
P=.30), anxiety (P=.99, P=.99), and stress (P=.19, P=.13)
DASS subscales or the QLES (P=.99, P=.62). Table 7 displays
the number of clients that upon discharge met the criteria for
both reliable change (improved) and clinically significant change
(recovered) for the various disorder specific measures
administered in each condition. However, not all clients
presented with severe symptoms at pretreatment. The proportion
of clients whose symptoms were identified in the moderate to
severe range at pretreatment are displayed in Table 8.
Table 4. Rates of clinical improvement from pre- to posttreatment for the DASS.
Pretreatment to posttreatmentClinical status
StressAnxietyDepression
VCIPVCIPVCbIPa
7/132/102/131/105/133/10Recovered
9/132/103/131/108/134/10Improved
4/138/1010/139/104/136/10Unchanged
NoneNoneNoneNone1/13NoneDeteriorated
aIP=In-person.
bVC=Videoconference.
Table 5. Rates of clinical improvement from pretreatment to follow-up for the DASS.
Pretreatment to follow-up
StressAnxietyDepressionClinical status
VCIPVCIPVCbIPa
7/92/72/92/77/93/7Recovered
8/92/72/92/78/94/7Improved
1/95/77/95/71/94/7Unchanged
NoneNoneNoneNoneNoneNoneDeteriorated
aIP=In-person.
bVC=Videoconference.
Table 6. Rates of clinical improvement from pre to posttreatment and follow-up for the QLES.
Pre to follow-upPre to postClinical status
VCIPVCbIPa
3/93/82/132/11Recovered
4/93/84/132/11Improved
5/94/89/139/11Unchanged
None1/8NoneNoneDeteriorated
aIP=In-person.
bVC=Videoconference.
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Table 7. The number of clients in each condition identified as recovered on the disorder specific measures.
nChange statusDisorder specific measurePrimary diagnosisCondition
Videoconference
4/9RecoveredObsessive-Compulsive InventoryObsessive- compulsive disorder
2/9No changea
3/9No change
1/2RecoveredBeck Depression Inventory-IIDepression
1/2No changea
1/1RecoveredHealth Anxiety QuestionnaireHypochondriasis
1/1RecoveredPenn State Worry QuestionnaireGeneralized anxiety disorder
In-person
2/4RecoveredBeck Depression Inventory-IIDepression
1/1No changea
1/1No change
1/3RecoveredObsessive-Compulsive InventoryObsessive- compulsive disorder
1/3No changea
1/3No change
2/3RecoveredPenn State Worry QuestionnaireGeneralized anxiety disorder
1/3No change
1/1RecoveredAnxiety Sensitivity IndexPanic disorder
aAlthough some clients were not identified as recovered or improved on their disorder specific measure, they were identified as recovered on the DASS.
Table 8. The severity of client symptoms at pretreatment.
Videoconference (n=14) n (%)In-person (n=12) n (%)Symptom
Normal-mildModerate-severeNormal-mildModerate-severe
7 (50)7 (50)5 (42)7 (58)Depression
5 (36)9 (64)4 (33)8 (76)Anxiety
3 (21)11 (79)2 (17)10 (83)Stress
3 (21)11 (79)2 (17)10 (83)Quality of life
Discussion
Principal Findings
The findings of this controlled trial indicate that CBT was
effective in significantly reducing symptoms of depression,
anxiety, and stress and increasing quality of life in both
in-person and videoconferencing conditions. Furthermore,
outcomes for the videoconferencing group were comparable to
the in-person group, with no significant differences being
observed between the two conditions. This finding is consistent
with prior CBT meta-analysis research [66,67] and prior
telepsychology research [18,25-27,68-71]. Although the sample
was not large enough to permit a test of noninferiority, the 95%
confidence intervals around the mean scores across time and
condition suggest CBT treatment administered via
videoconference is not inferior to treatment provided in-person.
This finding is congruent with prior noninferiority analyses
[28,70]. It is also important to note that the clinical outcomes
at posttreatment and follow-up were better, albeit not
significantly better, in the videoconferencing condition than in
the in-person condition. Therefore, if this study had a greater
power to detect an effect, it is unlikely this study would have
shown videoconference-based CBT to be inferior to in-person.
Client and therapist ratings of the working alliance were high
in both the in-person and videoconferencing conditions. The
difference between conditions was not significant, and the effect
size was trivial. These findings suggest that CBT treatment via
videoconference does not compromise the working alliance,
which is congruent with prior telepsychology research [26,72].
The results also indicated that client satisfaction was high and
did not significantly differ between conditions, which again is
congruent with prior research [19,20,73].
Strengths and Limitations
The inclusion of a mixed diagnostic client cohort with comorbid
diagnosis (as measured in a structured clinical interview) is a
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strength of this study. A client group with a range of disorders
and comorbidities helps in generalizing the findings to
real-world clinical practice populations and thus provides
empirical support for the effectiveness of CBT-oriented
telepsychology. Second, the same therapist treated all clients,
and thus this variable was held constant. By including only 1
therapist in the study, the difference between conditions cannot
be attributed to differences between therapists. A further strength
of this study is that it was conducted on a high-speed local
network. As a result of conducting the study on a system that
is presently faster than the average Australian Internet speed,
it may be a longer period of time before the conclusions of this
study become outdated. Also, all of the participants in both
conditions received treatment in the same building;
consequently, this study was able to demonstrate that satisfaction
remained high even when travel was not a contributing factor
in the ratings of service satisfaction. No technological problems
occurred during the study, and clients did not report any
complaints about the technology.
Although this study has successfully extended previous
telepsychology research [25-27,30,69,70], there are some
limitations. First, because only 1 therapist was included in this
study, it remains unclear as to whether or not the findings
generalize to other therapists. Second, the diagnosis of clients
in both conditions was conducted in-person by the same therapist
who conducted the subsequent treatment. It is possible that
rapport and a therapeutic alliance began in this initial in-person
diagnosis session and influenced clinical outcomes. Third, the
sample size was not large enough to conduct an analysis of
noninferiority. The limited small sample size also weakens the
generalizability of the findings. Fourth, there was a high risk
of bias in the study given that the principal investigator was
also responsible for treatment and assessing participants.
However, clinical supervision was provided regarding both
diagnosis and treatment throughout the study, and sessions were
recorded and watched by the supervising clinician to temper
this potential bias. Fifth, the diagnosis of participants was not
evenly distributed across conditions, and as a result, the two
groups might not have been equally matched. Sixth, as is the
case in most research studies, the participants did not have to
pay for the services, and this may have led them to provide
socially desirable answers on the questionnaires. A replication
study involving a fee for service would be able to clarify if this
is an issue. Seventh, the average age of participants was 30;
therefore, it is likely that most participants were already familiar
with computer technology, which may have influenced their
acceptance of the media.
Despite being a strength of the study, the inclusion of a mixed
diagnostic cohort combined with a small sample size means
there was a large degree of variability across the clients, which
may have reduced the power of the study. Also, Bonferroni
corrections were applied to reduce the risk of a Type-I error,
further reducing the power of the study to detect significant
interactions between time and condition. While providing
promising results, a larger study is still needed to more
thoroughly address the primary research question.
Not all outcomes in this study were favorable. Only 10% (1/10)
of clients in the in-person condition and 33% (2/13) of
participants in the videoconference condition were identified
as meeting the criteria for a clinically significant reduction in
anxiety. These results could be because 33% (4/12) and 36%
(5/14) (in-person and videoconference respectively) of
participants were identified on the DASS as having
normal-to-mild levels of anxiety before beginning treatment.
Alternatively, the therapist may not have been as competent at
treating symptoms of anxiety compared to depression for which
43% (3/7) and 77% (7/9) of participants (in-person and
videoconference respectively) were identified as meeting the
criteria for clinically significant change. The presence of
comorbid personality disorders may also have hampered
treatment outcomes. In either case, a larger trial involving
multiple therapists, systematic monitoring of treatment protocol
adherence and a single diagnosis may help to overcome these
issues in future research.
Some psychotherapy procedures via videoconference required
creative modification. In-session exposure exercises via
videoconference had to be limited to what could be conducted
within the clinic room. For example a client working through
exposure-response prevention activities pertaining to germs had
to find items they found troubling that were in their treatment
room as opposed to in-person sessions that could have the
freedom to move outside of the treatment room. Another change
was that cognitive restructuring worksheets had to be conducted
on a digital Microsoft Word document on the clients’ computer
but controlled from the therapist’s computer. These examples
show that treatment via videoconference may alter how some
interactions are conducted but does not prevent essential
treatment components from being provided.
Conclusions
It is important to consider the findings of this study within the
context of the social justice, financial, and practical issues facing
remote psychological services in Australia. In Australia, there
is a disparity in access to psychological services between people
who live in cities and those who live in rural and remote areas
[74]. Rural and remote populations have higher rates of
accidents, suicide, and exposure to violence [75] as well as
increased rates of risk factors known to play a role in the
emergence of psychological dysfunction, including poor physical
health, obesity, smoking, drug abuse, high blood pressure, and
poor nutrition [76]. As for the indigenous populations in rural
and remote communities, the state of affairs is considerably
worse where the rates of mortality and morbidity are
approximately 2-4 times higher than for nonindigenous
Australians [77]. People in rural and remote Australia are in the
highest need of specialized mental health services; however,
due to the lack of specialized clinicians working in these areas,
the accessibility of those services frequently range from little
to none [76]. Hence, there is a substantial demand for
videoconference-based psychological services. However, there
is often insufficient technological infrastructure to provide
reliable high-speed broadband Internet communications,
particularly in remote areas where there can be less than one
person per square kilometer [78]. It is hoped that with the rollout
of the National Broadband Network in Australia more rural and
remote areas will gain access to high-quality videoconferencing
technology. Prior research [17,79] has indicated that providing
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remote services via videoconference can be cost effective under
some circumstances, but further research is needed to determine
if it is also cost effective for small isolated indigenous
communities. Further research is needed to identify the logistical
challenges of providing videoconference-based CBT to rural
and remote communities and to determine which method of
service delivery is best suited to the needs of specific
communities. Telepsychiatry services through medicare in
Australia have increased from 15 consultations in 2002/3 to
2555 in 2010/11 [80]. This indicates that when available, both
service providers and clients are willing to use the technology.
Hopefully, this trend will extend to telepsychology services in
the future as access to the technology increases.
In conclusion, this study provides support for the effectiveness
of CBT via telepsychology for an adult client cohort and
preliminary support of noninferiority. The results of this
controlled trial provide important evidence to justify the greater
use of videoconferencing to bridge the gap in service provision
to populations who would otherwise not receive effective
psychological treatments. Future research should continue to
involve mixed diagnostic client cohorts with comorbid diagnoses
and be directed at conducting large multisite randomized
controlled trials that employ noninferiority design and analysis
procedures.
 
Acknowledgments
This research was conducted as part of a Doctor of Philosophy (Clinical Psychology) degree and was not funded by an external
body.
Conflicts of Interest
None declared.
References
1. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and age-of-onset distributions
of DSM-IV disorders in the National Comorbidity Survey Replication. Arch Gen Psychiatry 2005 Jun;62(6):593-602. [doi:
10.1001/archpsyc.62.6.593] [Medline: 15939837]
2. Parker G, McCraw S, Hadzi-Pavlovic D, Fletcher K. Costs of the principal mood disorders: a study of comparative direct
and indirect costs incurred by those with bipolar I, bipolar II and unipolar disorders. J Affect Disord 2013 Jul;149(1-3):46-55.
[doi: 10.1016/j.jad.2012.10.002] [Medline: 23141630]
3. Beck AT, Rush AJ, Shaw BF, Emery G. Cognitive therapy of depression. New York: Guilford Press; 1979.
4. Bennett-Levy J, Westbrook D, Fennell M, Cooper M, Rouf K, Hackmann A. Behavioural experiments: Historical and
conceptual underpinnings. In: Bennett-Levy J, Butler G, Fennell M, Hackman A, Mueller M, Westbrook D, editors. Oxford
guide to behavioural experiments in cognitive therapy. Oxford: Oxford University Press; 2004.
5. Driessen E, Cuijpers P, Hollon SD, Dekker JJ. Does pretreatment severity moderate the efficacy of psychological treatment
of adult outpatient depression? A meta-analysis. J Consult Clin Psychol 2010 Oct;78(5):668-680. [doi: 10.1037/a0020570]
[Medline: 20873902]
6. Rosa-Alcázar AI, Sánchez-Meca J, Gómez-Conesa A, Marín-Martínez F. Psychological treatment of obsessive-compulsive
disorder: a meta-analysis. Clin Psychol Rev 2008 Dec;28(8):1310-1325. [doi: 10.1016/j.cpr.2008.07.001] [Medline:
18701199]
7. Mitte K. Meta-analysis of cognitive-behavioral treatments for generalized anxiety disorder: a comparison with
pharmacotherapy. Psychol Bull 2005 Sep;131(5):785-795. [doi: 10.1037/0033-2909.131.5.785] [Medline: 16187860]
8. Acarturk C, Cuijpers P, van Straten A, de Graaf R. Psychological treatment of social anxiety disorder: a meta-analysis.
Psychol Med 2009 Feb;39(2):241-254. [doi: 10.1017/S0033291708003590] [Medline: 18507874]
9. Mitte K. A meta-analysis of the efficacy of psycho- and pharmacotherapy in panic disorder with and without agoraphobia.
J Affect Disord 2005 Sep;88(1):27-45. [doi: 10.1016/j.jad.2005.05.003] [Medline: 16005982]
10. Bisson JI, Ehlers A, Matthews R, Pilling S, Richards D, Turner S. Psychological treatments for chronic post-traumatic
stress disorder. Systematic review and meta-analysis. Br J Psychiatry 2007 Feb;190:97-104 [FREE Full text] [doi:
10.1192/bjp.bp.106.021402] [Medline: 17267924]
11. McEvoy PM, Nathan P. Effectiveness of cognitive behavior therapy for diagnostically heterogeneous groups: a benchmarking
study. J Consult Clin Psychol 2007 Apr;75(2):344-350. [doi: 10.1037/0022-006X.75.2.344] [Medline: 17469892]
12. Shafran R, Clark DM, Fairburn CG, Arntz A, Barlow DH, Ehlers A, et al. Mind the gap: Improving the dissemination of
CBT. Behav Res Ther 2009 Nov;47(11):902-909. [doi: 10.1016/j.brat.2009.07.003] [Medline: 19664756]
13. Nickelson DW. Behavioral Telehealth: Emerging Practice, Research, and Policy Opportunities. Behav Sci Law 1996
;14(4):443-457. [doi: 10.1002/(SICI)1099-0798(199623)14:4<443::AID-BSL256>3.0.CO;2-G]
14. García-Lizana F, Muñoz-Mayorga I. Telemedicine for depression: a systematic review. Perspect Psychiatr Care 2010
Apr;46(2):119-126. [doi: 10.1111/j.1744-6163.2010.00247.x] [Medline: 20377799]
J Med Internet Res 2013 | vol. 15 | iss. 11 | e258 | p.12http://www.jmir.org/2013/11/e258/
(page number not for citation purposes)
Stubbings et alJOURNAL OF MEDICAL INTERNET RESEARCH
XSL•FO
RenderX
15. O'Reilly R, Bishop J, Maddox K, Hutchinson L, Fisman M, Takhar J. Is telepsychiatry equivalent to face-to-face psychiatry?
Results from a randomized controlled equivalence trial. Psychiatr Serv 2007 Jun;58(6):836-843. [doi:
10.1176/appi.ps.58.6.836] [Medline: 17535945]
16. Vaitheswaran S, Crockett P, Wilson S, Millar H. Telemental health: videoconferencing in mental health services. Advances
in Psychiatric Treatment 2012 Sep 03;18(5):392-398. [doi: 10.1192/apt.bp.111.008904]
17. Jong M. Managing suicides via videoconferencing in a remote northern community in Canada. Int J Circumpolar Health
2004 Dec;63(4):422-428. [Medline: 15709317]
18. Simpson S. Psychotherapy via videoconferencing: a review. British Journal of Guidance & Counselling 2009
Aug;37(3):271-286. [doi: 10.1080/03069880902957007]
19. Ruskin PE, Silver-Aylaian M, Kling MA, Reed SA, Bradham DD, Hebel JR, et al. Treatment outcomes in depression:
comparison of remote treatment through telepsychiatry to in-person treatment. Am J Psychiatry 2004 Aug;161(8):1471-1476.
[doi: 10.1176/appi.ajp.161.8.1471] [Medline: 15285975]
20. Sorvaniemi M, Ojanen E, Santamäki O. Telepsychiatry in emergency consultations: a follow-up study of sixty patients.
Telemed J E Health 2005 Aug;11(4):439-441. [doi: 10.1089/tmj.2005.11.439] [Medline: 16149889]
21. Saurman E, Perkins D, Roberts R, Roberts A, Patfield M, Lyle D. Responding to mental health emergencies: implementation
of an innovative telehealth service in rural and remote new South Wales, Australia. J Emerg Nurs 2011 Sep;37(5):453-459.
[doi: 10.1016/j.jen.2010.11.005] [Medline: 21889653]
22. Jones BN, Johnston D, Reboussin B, McCall WV. Reliability of telepsychiatry assessments: subjective versus observational
ratings. J Geriatr Psychiatry Neurol 2001;14(2):66-71. [Medline: 11419569]
23. Kobak KA, Leuchter A, DeBrota D, Engelhardt N, Williams JB, Cook IA, et al. Site versus centralized raters in a clinical
depression trial: impact on patient selection and placebo response. J Clin Psychopharmacol 2010 Apr;30(2):193-197. [doi:
10.1097/JCP.0b013e3181d20912] [Medline: 20520295]
24. Tsai HH, Tsai YF. Changes in depressive symptoms, social support, and loneliness over 1 year after a minimum 3-month
videoconference program for older nursing home residents. J Med Internet Res 2011;13(4):e93 [FREE Full text] [doi:
10.2196/jmir.1678] [Medline: 22086660]
25. Bouchard S, Paquin B, Payeur R, Allard M, Rivard V, Fournier T, et al. Delivering cognitive-behavior therapy for panic
disorder with agoraphobia in videoconference. Telemed J E Health 2004;10(1):13-25. [doi: 10.1089/153056204773644535]
[Medline: 15104911]
26. Himle JA, Fischer DJ, Muroff JR, Van Etten ML, Lokers LM, Abelson JL, et al. Videoconferencing-based
cognitive-behavioral therapy for obsessive-compulsive disorder. Behav Res Ther 2006 Dec;44(12):1821-1829. [doi:
10.1016/j.brat.2005.12.010] [Medline: 16466688]
27. Mitchell JE, Crosby RD, Wonderlich SA, Crow S, Lancaster K, Simonich H, et al. A randomized trial comparing the
efficacy of cognitive-behavioral therapy for bulimia nervosa delivered via telemedicine versus face-to-face. Behav Res
Ther 2008 May;46(5):581-592 [FREE Full text] [doi: 10.1016/j.brat.2008.02.004] [Medline: 18374304]
28. Morland LA, Greene CJ, Rosen CS, Foy D, Reilly P, Shore J, et al. Telemedicine for anger management therapy in a rural
population of combat veterans with posttraumatic stress disorder: a randomized noninferiority trial. J Clin Psychiatry 2010
Jul;71(7):855-863. [doi: 10.4088/JCP.09m05604blu] [Medline: 20122374]
29. Day SX, Schneider PL. Psychotherapy using distance technology: A comparison of face-to-face, video, and audio treatment.
Journal of Counseling Psychology 2002;49(4):499-503. [doi: 10.1037//0022-0167.49.4.499]
30. Griffiths L, Blignault I, Yellowlees P. Telemedicine as a means of delivering cognitive-behavioural therapy to rural and
remote mental health clients. J Telemed Telecare 2006;12(3):136-140. [doi: 10.1258/135763306776738567] [Medline:
16638234]
31. Dunstan DA, Tooth SM. Treatment via videoconferencing: a pilot study of delivery by clinical psychology trainees. Aust
J Rural Health 2012 Apr;20(2):88-94. [doi: 10.1111/j.1440-1584.2012.01260.x] [Medline: 22435769]
32. Diefenbach GJ, Abramowitz JS, Norberg MM, Tolin DF. Changes in quality of life following cognitive-behavioral therapy
for obsessive-compulsive disorder. Behav Res Ther 2007 Dec;45(12):3060-3068. [doi: 10.1016/j.brat.2007.04.014] [Medline:
17559803]
33. Vernmark K, Lenndin J, Bjärehed J, Carlsson M, Karlsson J, Oberg J, et al. Internet administered guided self-help versus
individualized e-mail therapy: A randomized trial of two versions of CBT for major depression. Behav Res Ther 2010
May;48(5):368-376. [doi: 10.1016/j.brat.2010.01.005] [Medline: 20152960]
34. Shepherd L, Goldstein D, Whitford H, Thewes B, Brummell V, Hicks M. The utility of videoconferencing to provide
innovative delivery of psychological treatment for rural cancer patients: results of a pilot study. J Pain Symptom Manage
2006 Nov;32(5):453-461. [doi: 10.1016/j.jpainsymman.2006.05.018] [Medline: 17085271]
35. American Psychiatric Association. Diagnostic and statistical manual of mental disorders: DSM-IV. Washington, DC:
American Psychiatric Association; 2000.
36. First MB, Gibbon M, Spitzer RL, Williams J, Benjamin LS. Structured clinical interview for DSM-IV Axis II personality
disorders (SCID-II): [single-use packet]. Washington, DC: American Psychiatric Press; 1997.
37. First MB, Spitzer RL, Gibbon M, Williams J. Structured clinical interview for DSM-IV axis I disorders SCID-I: clinician
version, administration booklet. Washington, DC: American Psychiatric Press; 1996.
J Med Internet Res 2013 | vol. 15 | iss. 11 | e258 | p.13http://www.jmir.org/2013/11/e258/
(page number not for citation purposes)
Stubbings et alJOURNAL OF MEDICAL INTERNET RESEARCH
XSL•FO
RenderX
38. Brown TA, DiNardo PA, Barlow DH. Anxiety Disorders Interview Schedule Adult Version: Client Interview Schedule
(Treatments That Work). Oxford: Oxford University Press; 1994.
39. Barlow DH, Craske MG. Mastery of Your Anxiety and Panic (MAP-3): Client Workbook for Agoraphobia. New York:
Academic Press; 2000.
40. Taylor S, Asmundson G. Treating Health Anxiety: A Cognitive-Behavioral Approach. New York: The Guilford Press;
2004.
41. Craske MG, Barlow DH, O'Leary T. Mastery of Your Anxiety and Worry: Client Workbook (therapy works). New York:
Harcourt Brace & Company; 1992.
42. Rees CS. Obsessive-compulsive disorder: A practical guide to treatment. Melbourne: IP Communications; 2009.
43. Lovibond SH, Lovibond PF. Manual for the Depression Anxiety Stress Scales. Sydney: Psychological Foundation; 1995.
44. Ritsner M, Kurs R, Gibel A, Ratner Y, Endicott J. Validity of an abbreviated quality of life enjoyment and satisfaction
questionnaire (Q-LES-Q-18) for schizophrenia, schizoaffective, and mood disorder patients. Qual Life Res 2005
Sep;14(7):1693-1703. [Medline: 16119181]
45. Beck AT, Steer RA, Brown GK. BDI-II, Beck depression inventory: manual. San Antonio, Tex: Psychological Corp; 1996.
46. Foa EB, Huppert JD, Leiberg S, Langner R, Kichic R, Hajcak G, et al. The Obsessive-Compulsive Inventory: development
and validation of a short version. Psychol Assess 2002 Dec;14(4):485-496. [Medline: 12501574]
47. Lucock MP, Morely S. The Health Anxiety Questionnaire. British Journal of Health Psychology 1996;1:137-150. [doi:
10.1111/j.2044-8287.1996.tb00498.x]
48. Meyer TJ, Miller ML, Metzger RL, Borkovec TD. Development and validation of the Penn State Worry Questionnaire.
Behav Res Ther 1990;28(6):487-495. [Medline: 2076086]
49. Taylor S, Cox BJ. An expanded anxiety sensitivity index: evidence for a hierarchic structure in a clinical sample. J Anxiety
Disord 1998 Oct;12(5):463-483. [Medline: 9801964]
50. Tracey TJ, Kokotovic AM. Factor structure of the Working Alliance Inventory. Psychological Assessment 1989;1(3):207-210.
[doi: 10.1037//1040-3590.1.3.207]
51. Attkisson CC, Zwick R. The client satisfaction questionnaire. Psychometric properties and correlations with service utilization
and psychotherapy outcome. Eval Program Plann 1982;5(3):233-237. [Medline: 10259963]
52. Yip MP, Chang AM, Chan J, MacKenzie AE. Development of the Telemedicine Satisfaction Questionnaire to evaluate
patient satisfaction with telemedicine: a preliminary study. J Telemed Telecare 2003;9(1):46-50. [Medline: 12641893]
53. Graphpad Software. 2013. Quick Calcs URL: http://graphpad.com/quickcalcs/randomize1.cfm [accessed 2013-06-13]
[WebCite Cache ID 6HKoDLzvX]
54. Eysenbach G, CONSORT-EHEALTH Group. CONSORT-EHEALTH: improving and standardizing evaluation reports of
Web-based and mobile health interventions. J Med Internet Res 2011;13(4):e126 [FREE Full text] [doi: 10.2196/jmir.1923]
[Medline: 22209829]
55. Bryk AS, Raudenbush SW. Application of hierarchical linear models to assessing change. Psychological Bulletin
1987;101(1):147-158.
56. IBM Corp. SPSS Statistics for Windows, Version 19.0. Armonk, NY: IBM Corp; 2010.
57. Erdfelder E, Faul F, Buchner A. GPOWER: A general power analysis program. Behavior Research Methods, Instruments,
& Computers 1996 Mar;28(1):1-11. [doi: 10.3758/BF03203630]
58. Jacobson NS, Truax P. Clinical significance: a statistical approach to defining meaningful change in psychotherapy research.
J Consult Clin Psychol 1991 Feb;59(1):12-19. [Medline: 2002127]
59. Bernstein A, Stickle TR, Zvolensky MJ, Taylor S, Abramowitz J, Stewart S. Dimensional, categorical, or
dimensional-categories: testing the latent structure of anxiety sensitivity among adults using factor-mixture modeling.
Behav Ther 2010 Dec;41(4):515-529. [doi: 10.1016/j.beth.2010.02.003] [Medline: 21035615]
60. Buckley TC, Parker JD, Heggie J. A psychometric evaluation of the BDI-II in treatment-seeking substance abusers. J Subst
Abuse Treat 2001 Apr;20(3):197-204. [Medline: 11516588]
61. Fresco DM, Mennin DS, Heimberg RG, Turk CL. Using the Penn State Worry Questionnaire to identify individuals with
generalized anxiety disorder: a receiver operating characteristic analysis. J Behav Ther Exp Psychiatry 2003
Dec;34(3-4):283-291. [doi: 10.1016/j.jbtep.2003.09.001] [Medline: 14972674]
62. Jackson J, Kincey J, Fiddler M, Creed F, Tomenson B. Differences between out-patients with physical disease and those
with medically unexplained symptoms with respect to patient satisfaction, emotional distress and illness perception. Br J
Health Psychol 2004 Nov;9(Pt 4):433-446. [doi: 10.1348/1359107042304597] [Medline: 15509353]
63. Page AC, Hooke GR, Morrison DL. Psychometric properties of the Depression Anxiety Stress Scales (DASS) in depressed
clinical samples. Br J Clin Psychol 2007 Sep;46(Pt 3):283-297. [doi: 10.1348/014466506X158996] [Medline: 17697478]
64. Zlomke KR. Psychometric properties of internet administered versions of Penn State Worry Questionnaire (PSWQ) and
Depression, Anxiety, and Stress Scale (DASS). Computers in Human Behavior 2009 Jul;25(4):841-843. [doi:
10.1016/j.chb.2008.06.003]
65. Joosse S, Hannemann J. Fisher’s exact test. 2013. URL: http://in-silico.net/tools/statistics/fisher_exact_test [accessed
2013-06-13] [WebCite Cache ID 6HKsPJQcU]
J Med Internet Res 2013 | vol. 15 | iss. 11 | e258 | p.14http://www.jmir.org/2013/11/e258/
(page number not for citation purposes)
Stubbings et alJOURNAL OF MEDICAL INTERNET RESEARCH
XSL•FO
RenderX
66. Butler AC, Chapman JE, Forman EM, Beck AT. The empirical status of cognitive-behavioral therapy: a review of
meta-analyses. Clin Psychol Rev 2006 Jan;26(1):17-31. [doi: 10.1016/j.cpr.2005.07.003] [Medline: 16199119]
67. Cuijpers P, van Straten A, Schuurmans J, van Oppen P, Hollon SD, Andersson G. Psychotherapy for chronic major depression
and dysthymia: a meta-analysis. Clin Psychol Rev 2010 Feb;30(1):51-62. [doi: 10.1016/j.cpr.2009.09.003] [Medline:
19781837]
68. Grady B, Singleton M. Telepsychiatry "coverage" to a rural inpatient psychiatric unit. Telemed J E Health 2011
Oct;17(8):603-608. [doi: 10.1089/tmj.2011.0031] [Medline: 21939381]
69. Richardson LK, Frueh BC, Grubaugh AL, Egede L, Elhai JD. Current Directions in Videoconferencing Tele-Mental Health
Research. Clin Psychol (New York) 2009 Sep 1;16(3):323-338 [FREE Full text] [doi: 10.1111/j.1468-2850.2009.01170.x]
[Medline: 20161010]
70. Frueh BC, Monnier J, Yim E, Grubaugh AL, Hamner MB, Knapp RG. A randomized trial of telepsychiatry for post-traumatic
stress disorder. J Telemed Telecare 2007;13(3):142-147. [doi: 10.1258/135763307780677604] [Medline: 17519056]
71. Richards D, Viganó N. Online counseling: a narrative and critical review of the literature. J Clin Psychol 2013
Sep;69(9):994-1011. [doi: 10.1002/jclp.21974] [Medline: 23630010]
72. Simpson S, Bell L, Knox J, Mitchell D. Therapy via videoconferencing: a route to client empowerment? Clin. Psychol.
Psychother 2005 Mar;12(2):156-165. [doi: 10.1002/cpp.436]
73. Kopel H, Nunn K, Dossetor D. Evaluating satisfaction with a child and adolescent psychological telemedicine outreach
service. J Telemed Telecare 2001;7 Suppl 2:35-40. [Medline: 11747654]
74. Joshi H, Wiggins R, Bartley M, Mitchell R, Gleave S, Lynch K. Putting health inequalities on the map: does where you
live matterwhy? In: Understanding health inequalities. Buckingham: Open University Press; 2000:156-169.
75. Australian Institute of Health and Welfare. Australia's Health 2006. 2013. URL: http://aihw.gov.au/WorkArea/DownloadAsset.
aspx?id=6442453483 [accessed 2013-07-17] [WebCite Cache ID 6IAjwRuq6]
76. National Rural Health Alliance. Under pressure and under-valued: Allied health professionals in rural and remote areas.
Canberra: NRHA; 2013. URL: http://ruralhealth.org.au/document/
under-pressure-and-under-valued-allied-health-professionals-rural-and-remote-areas [accessed 2013-07-17] [WebCite
Cache ID 6IAkH8nqK]
77. Australian Institute of Health and Welfare. The health and welfare of Australia's and Torres Strait Islander peoples. URL:
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442458617 [accessed 2013-07-17] [WebCite Cache ID
6IAki9PeB]
78. Australian Bureau of Statistics. Regional Population Growth, Australia, 2010-11. URL: http://www.abs.gov.au/ausstats/
abs@.nsf/Products/3218.0~2010-11~Main+Features~Main+Features?OpenDocument [accessed 2013-07-17] [WebCite
Cache ID 6IAl1zkTW]
79. Smith AC, Stathis S, Randell A, Best D, Ryan V, Bergwever E, et al. A cost-minimization analysis of a telepaediatric
mental health service for patients in rural and remote Queensland. J Telemed Telecare 2007 Dec 01;13(8):79-83. [doi:
10.1258/135763307783247239]
80. Smith AC, Armfield NR, Croll J, Gray LC. A review of Medicare expenditure in Australia for psychiatric consultations
delivered in person and via videoconference. J Telemed Telecare 2012 Apr;18(3):169-171. [doi: 10.1258/jtt.2012.SFT111]
[Medline: 22362827]
Abbreviations
CBT: cognitive-behavioral therapy
DASS: Depression Anxiety and Stress Scale
DSM-IV-TR: Diagnostic and Statistical Manual of Mental Disorders, 4th edition text revision
QLES: Quality of Life and Satisfaction Questionnaire
Edited by G Eysenbach; submitted 05.02.13; peer-reviewed by P Yellowlees, R Kok, E Borgmann; comments to author 11.06.13;
revised version received 23.07.13; accepted 15.10.13; published 19.11.13
Please cite as:
Stubbings DR, Rees CS, Roberts LD, Kane RT
Comparing In-Person to Videoconference-Based Cognitive Behavioral Therapy for Mood and Anxiety Disorders: Randomized
Controlled Trial
J Med Internet Res 2013;15(11):e258
URL: http://www.jmir.org/2013/11/e258/ 
doi:10.2196/jmir.2564
PMID:
J Med Internet Res 2013 | vol. 15 | iss. 11 | e258 | p.15http://www.jmir.org/2013/11/e258/
(page number not for citation purposes)
Stubbings et alJOURNAL OF MEDICAL INTERNET RESEARCH
XSL•FO
RenderX
©Daniel R Stubbings, Clare S Rees, Lynne D Roberts, Robert T Kane. Originally published in the Journal of Medical Internet
Research (http://www.jmir.org), 19.11.2013. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/2.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in the Journal of Medical Internet Research, is properly cited. The
complete bibliographic information, a link to the original publication on http://www.jmir.org/, as well as this copyright and license
information must be included.
J Med Internet Res 2013 | vol. 15 | iss. 11 | e258 | p.16http://www.jmir.org/2013/11/e258/
(page number not for citation purposes)
Stubbings et alJOURNAL OF MEDICAL INTERNET RESEARCH
XSL•FO
RenderX
